
The long-term care facility medicaid cost report
must be filed in 

accordance with requirements set forth in rules 5101:3-3-26 ("Long

term care facility cost report filing, record
retention, and 

disclosure requirements") and 5101:3-3-261 ("Chart of accounts for 

long-term care facilities") of the AdministrativeCode. 


Appendix A Of this ruleis the report whichmust be utilized by
medicaid long-term care facilities in Ohiofor purposes of reporting

expenditures for services recognized by the department of human 

services. 
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INSTRUCTlONS FOR COMPLETING THE JULY 1,1992THROUGH DECEMBER 31,1992 
COST REPORT FOR NURSING FACILITIES (NFS) ANDINTERMEDIATE CARE fac i l i t ies  

FOR THE MENTALLY RETARDED (ICFS-MA) 

Pursuantto new legislation effectiveJuly 1,1991through June30,1993,thereimbursement methodology for nursing facttities 
(NFs) and intermediate care facilities for the mentally retarded (ICFs-MR)was changed to a prospective basis. Dueto me 
effective date of December thirtythis change, cost reports will be completed for six-month periods ending June thirtieth and 
first. The changesto the July 1,1992through December 31,1992OOHS 2524 Medicaid cost r e p o r t  am as follows: 

MAJOR CHANGES IN THE JULY 1,1992 THROUGH DECEMBER 31,1992 COST REPORT 

The significant changes in the July 1,1992through December 31,1992cost report are as follows: Sod4 security 
numbers willnow be required on Schedule (2-1,C-2and (2-3: ScheduleB line 49 has been changed to Respiratory 
Therapist &d line 56 has been changed to Social services/pastoral care; Attachment number9 has been discontinued. 

General instructions 

Seasonable Cost 
reasonablecost of any service is determined in accordancewith regulationswhich establish the method or methods to be 
sed and the itemsto be included Reasonablecost takesinto accountbothdirect and indirectcosts of providersof services, 

includingnormalstandby costs. Stab l a w ,  departmentalregulationscodifiedin accordancewith statelaw,and the principles 
of reimbursement for providercosts with related p o l i d e s  described in the healthCam FinancingAdministration Publication 
15-1 hcfa15-1,alsoknownashim-15and42cfrpart413establishguidelinesandprocedurestobeusedindetermining
reasonable costs for services rendered by NFs and ICFs-MR. departmentalregulations regarding the reasonable and 

r u l e s  5101:3-3-17through 5101 :3-3-28.allowable costs are contained in Ohio Administrative Code (OAC) Please read all 

instructions carefully before completing the forms. 


Routine services 

Administrative Code rule 5101 :3-3-11
lists covered services for all providers who serve long-term w e  residents. This rule 
outlines thecosts for services reimbursed through cost reporting mechanismof NFs and ICFs-MR and the costs'directly 
billed to Medicaid by service providers other than NFs and ICFs-MR. 

filing the Medicaid cost Report 

All facilities are requiredb file a cost report in duplicate The deadline for submission of the cost report isninety days after . , 


the end of the reporting and December thirty-first of
periodThe reports shall cover six-monthperiods ending June thirtieth 
each yearor the period of Medicaid certification if less than six months unless anotherperiod has been designated by the 
Department. 

Accounting Basis 

Cost data submitted mustbe on the accrualbasis, except forcounty o p t e d  facilities which operate on a cash method of 

accounting. 
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Cost Report Forms 
The cost report IS designed to provide statistical data, financial statements adjusted to the allowable Medicaid cost, and 
isclosures as required by federaland state rules. Attachments of the documents which areto the cost report are part required 

(0 file a complete cost report. 
Schedule A identificationandStatisticaldata 
Schedule A- 1 Summary of Days 
Schedule A-1 (page 2 of 2) Summary of MedicaidDays for TransferredBeds fromAnotherProviderand Beds 

New to the Medical Assistance Program 
Schedule A-2 Determination of CustomaryCharges for Services 
Schedule A-2a Determination of MedicarePart B Costs to Offset 
Schedule of CostsA-3Summary 

B 	 Schedule 
Schedule C Costsand 
Schedule C-1, C-2,and C-3 Disclosures of informationaboutcompensationto administrators, 

owners, relatives,and cost of services from related organizations 
Schedule D Cost of Balance 
Schedule 0-1 Analysis of Property, andEquipment 
Schedule E Sheet Balance 
Schedule E-1 Return on Equity Capital of proprietaryProviders 
Schedule F Certification by office of Facility 
attachment Balance Trial Revenue 

toAttachment 2 Adjustment Trial Balance 
provider‘s trial balance, schedules,Attachment 3 	 Copies of the depreciation home office trial 

balance, and other documents 
CostAttachment 4 Allocation - Basis 

Attachment 5 Cost Report Supplement 
Attachment 6 Paid non-medicaid Leave Days 
Attachment 7 Nurse Aide Training 
ttachment8 overpaymentRecoupment Fund DistributionPriorities Information 

Sequence and Procedures for Completing Cost Reports 
1. Complete ODHS2524, Schedule A. top section 
2. CompleteODHS 2524, Schedule A-1 
3. Complete ODHS 2524, Schedule A. statistical data line 1 through line 8 
4. CompleteODHS 2524, Attachment 2 
5. CompleteODHS 2524, Attachment 1 
6. CompleteODHS 2524, Schedule A-2 
7. CompleteODHS 2524, schedule A-2a 
8. complete ODHS 2524,Attachment 7 
9. CompleteODHS 2524, Schedule B (columns 1 through 5) 
10. Complete ODHS 2524.Attachment 6 
11. Complete ODHS2524, Schedule C (columns 1 through 5) 
12. CompleteODHS 2524, schedule G1 
13. Complete ODHS2524. Schedule G 2  
14. CompleteODHS 2524. Schedule G 3  
15. CompleteODHS 2524, Schedule 0-1 
16. CompleteODHS 2524, Schedule 0 
17. Complete ODHS2524, Attachments 4 and 5 
18. Complete ODHS2524, Schedules B,C,D (columns 7 and 8 )  
19. CompleteODHS 2524, Schedule E 
20. CompleteODHS 2524, Schedule E-1 
21. Complete ODHS 2524, Schedule A-3 
22. Complete ODHS 2524. Attachment 3 
23. Complete ODHS 2524, Attachment 8 
24 Complete ODHS 2524, Schedule F. certification 
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Explanation of Procedures 

. ODHS 2524, Schedule A 
Identification -The name of the facility and address, county, provider number, federal10 number. Include addresses 
of owner of real estate and owner (operator)of business. 

Type of Control-Checkthecategory that describes the natureof the ownershipor auspices under which the institution 
is operated. 

Type of facility -Indicate thetype of facility in accordance with licensure standards filed with the Ohlo Departmentof 
Health (ODH). If the facility indicated is a separate partof another facility indicate with a check in the appropriate block. 
Remember, effectiveOctober 1,1990, OBRA of 1987 changed ICFs, SNFs. and ICFlSNFsto NFs (nursing facilities). 

Period Covered by the Cost Report -This is a six-month period ending December thirty-first unless another period 
has been designatedby the department. New facilities must indicate the timeperiod of actual costs included. 

2. 	 ODHS 2524, Schedule A-1 
This schedule includesquarterly subtotals . 
Pleas8foot the subtotals on lines 4 and 8 with the grand total on Line 9. 

page1of2` 

Column 1-Record monthlythose beds which are certified by the Ohio Department of Health 

Column 2 -Record monthly the authorizedskilled intermediate, mentalretardation and pendingMedicaid days. . 
Columns 3 and 4 -Recordthe totalmonthly reimbursable leave days for Medicaid residents. See OAC Rule 5101:3
3-03regarding reimbursable leavedays. 

Column 5 -Total of columns 2 3, and 4. carry the total on line 9 forward to ODHS 2524, Schedule A, line 7. 

Column 6.7, and 8- Recordmonthlythe beddaysfornon-medicaiddig- residents. Leavedays shouldnotbe included 
in these columns. carry the totalsto the appropriatecolumn of ODHS 2524, Schedule A-2. line 12. 

Column 9 -Record monthly thei n p a t i e n t  days for all residents. This columnis the sumof columns 5 through 
8. 	The day of admission, but not theday of dischargeis to be counted. When a resident is admitted and discharged on 
the same day, this day. inpatient/residentdays indudethose leave days whichmustbecountedasone inpatient/resident 
are reimbursableunder the OhioMedicaid program.Private leavedays are not to be includedin inpatient/residentdays. 

I carry the total on line 9 forward to ScheduleA. line 4. 

-	 Effective July1,1989, payment for medically necessary leave days and limitedabsenceswas changedto 50% of 
the Medicaid rate for ICFs, SNFs, and iCF1SNFs. beginningJuly 1,1989, thesefacilitiesmust also report each 
medically necessaryleaveday and limited absence as 50%dan inpatient/residentday. Pleaserefer to OAC Rule 
5101:3-3-03as contained in LTCTL 845 for details. 

Complete ScheduleA-1 ,page 2 of 2. to spec@ the number ofMedicaid days directly relatedto beds which were 
transferred from another provideror new to the Medical Assistance Program. Column 9 line 9should equal column 5 
line 9 of Schedule A-1 ,page 1 of 2. Do not complete ScheduleA-1 page2of 2 unless beds were transferred from another 
provider or newto the MedicalAssistanceProgram. Completea separate ScheduleA-1 page2 of 2 for each occasion beds 
were transferred from another provideror were new to the M e d i c a l  Assistance Program during the costreport period If 
beds were transferred or added new to the program more than once,also submit an additional ScheduleA-1 page 2 of 
2 to summarize andtotal a l l  occasions. 

SUPERSEDES 
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'. ODHS 2524, Schedule A: Statistical Data 
This section must be completed In all Instances per the following Instructions: 
l ines 1and 2 -licensed Beds: Enter number of beds licensed byODH.Temporary changes becauseof alterations, 
painting, etc., do not affectbed capacity. 

l ine 3 -Total Bed Days: This amount isdetermined by the numberof days in the reporting period. Take into account 
increases or decreases in the numberof beds licensed and the number of dayselapsed since increasesor decreases. 

l ine 4 -Total Inpatlent Days: Obtain the answer fromODHS 2524, Schedule A-1 , column 9, line 9. 

tol ine 5- Percentageof Occupancy: This amount is the proportion of total inpatient/resident daysbeddays during 
the reportingperiod. Obtain the answerby dividing line4 by line 3. 

Line 6.1 -Administrative andGeneral Allowable Days: For computing administrative and generalcosts, ODHS will 
not recognize an occupancy rate of less than 85%. If percentage of occupancy is 85% or more, enter the number of 
inpatient/resident daysstated on line 4. If petcentageof occupancy is less than 85%, enter 85% of the numberof bed 
days statedon line 3. ( S e e  OAC Rule 5101 :3-3-171). Providerson the Medicadprogram less than 6 months, also see 
OAC Rule 5.1 01 :3-3-171. 

Lines 62 -Property OwnershipAllowable Days: For computing properly ownershipcosts,OOHS will not recognize 
an occupancy rate of less than 95%. Ifpercentage of occupancy is 95% or more, enter the numberof inpatienuresident 
days stated on line 4. If percentage of occupancty is less than95%. enter 95% of the numberof beddays statedon line 
3. (See OAC Rule 5101 :3-3-171). providers less than 6 months, also see OAC 5101 :3-3-171.on the Medicaid program 

l ines 7 and 8 -Total Patient Days and utilization This refers to residents who receive benefits under the TitleXIX 
( M i d )  program. Bring total from ScheduleA-1. column 5. line 9. forward to ScheduleA, line 7. 

l ine 9 -Indicate if you serveMor less M e d i i  recipientsat all times. 

4. 	 ODHS 2524, Attachment 2 
Columna 2 and 3 ,  lines1through23 -Enterappropriate a d j u s t m e n t s  as necessary to comply with HCFA Publication 
15-1. federalregulations, state l a w s ,  and Ohio M e d i i  program regulations Items included on lines 11-23 must have 
attached supportive detail. 

Column 4, lines 1 through 23 -Sum of columns 2 and 3. 

Column 5, lines 1 through 5 - In column 5. cross-reference adjustmen& to Schedules B, C, and D by entering 
appropriate schedule line and number. carry figure incolumn 4 forward toappropriate line on OOHS 2524, Schedules 
B. C.and D, column 4. 

-	 Note: Insome cases(e.& cashdiscounts) revmu. does not apply toa specific account anda ref- has not 
beenprovided. Inthosocasesthoadjustment shouldbe made on tho appropriate lineItem of the proper expense 
schedule and a schedule and line reference given 

After completing attachment2 and entering adjustmentsto ex
total expenses (Schedules B,C,and D, column 5)  can be computed. 

5. 	 ODHS 2524, Attachment 1-Revenuetrial Balance 
Column 1-Enter total revenue for eachline item. 
Column 2 -Enter any adjustments; attachdetail. 
Column 3-Column 1 plus or minus adjustments incolumn 2. 

SchedulesB, C,and D,column 4, adjusted 
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6. ODHS 2524, Schedule A-2 
This schedule is designed to compute customary chargesto non-Medicaid residents forall services defined as routine 
by Medicaid. If there is an additional chargeto non-Medicaid residentsfor physical therapy. occupational therapy, 
speech therapy, medical supplies, laundry (excluding dry-cleaningcharges),or any other item(s) considered by 
Medicaid as routine Services, list revenue from non-Medicaid residentsonly on the appropriate lines below. 

l ines l a  through 6a -List gross charges for all residents by payer type. Gross charges must be reported from a 
uniform charge structure that is applicable to all residents. Total of column 9 must equal revenue reportedon attach
ment number 1 "Revenue trial Balance'. 

Lines 1b through 6b-These lines represent theratio of the individual revenue reported in line1a divided by the 
total revenue reportedon line l a  column 9. Report the percentages by payer type and carrythe decimal to four 
places. The total of all percentages must equal100%. 

l ine 7- Total a l l  revenue reportedon lines 1a through 6a. 

.7. 


l ine 8 - Reclassify Medicare Part 8 revenue reported on line7column 3 to the appropriate payertype. 

l ine 9 - Enter room and board revenuereported from attachment number 1 in the appropriate column 
revenue reportedon this line must equal revenue reported on attachment number1. 


l ine 10 -Enter otherroutine revenue from attachment number 1 in me appropriate column. Revenuereported on 
this line mustequal revenue reported on attachment number1. 

l ine 11 -Total revenue by adding lines 7, 8, 9, and 10. Column 7 is a subtotalfor columns 4, 5, and 6 only. Total 
revenue must equaltotal revenue reportedon attachment 1 line 17. 

l ine 12-Enter non-Medicaidinpatient/residentdays from scheduleA-1 line 9 columns 6.7, and 8. 

Line 13 -Enter ochernon-Medicaidleave days from attachment number 6. 

l ine 14 -Total lines 12 and 13. 

l ine 15 -Divide thetotar revenue reported on line 14.11 by the total non-Medicaid days reported on line 

00HS.2524 Schedule A-2a 

This schedule Isdesigned to determine the amount of Medicate Part B costs to offset on the cost report by 

cost center to comply with OAC Rule 5101-23 (K). 


section A -Direct Costs 

l ine 1 -Enter theratio of Medicare Part B charges where the primary payer is Medicaidfrom schedule A-2column 

2 lines 1b,2b.3b.4b,9.
and 6b. these ratios must be entered in the corresponding column,i.e., physical 
therapy percentagefrom schedule A-2 column 2 line l b  must be entered on line 1 column 2 physical 
therapy. 

t ine 2 -Enter me correspondingdirect care costs from schedule B column 3 in the appropriate column. See 

medical supplies worksheeton schedule A-2a for columns5 and 6 information. 


t ine 3 -Multiply line 1 times line 2. The resultis the amount ofdirect care costs to offset on the appropriate lineon 

schedule B column 4. Offset the resulton schedule B on the same line where me costs are reported. 


Section B -Ownership Costs 

l ine 4 -Enter me square footageof each department listed.The total square footage must equal the square 

footage statistics reponed on the Medicare cost
repon. If square footagedoes not apply go to Section C. 

Line 5 - This line represents theratio of each individual column dividedby the total square footage reportedin 
column 8. Total of all percentages must equal 100°/~. 

TNS #,&?g' APPROVAL DATE= 
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l ine 6 - Multiply line 1 times line 5. 

l ine 7 - Enter total ownership costs from schedule D line 10 column 3. 

Line 8 - Multiply line 6 times line 7. The result is the a m o u n t  of ownership costs to offseton schedule D line 
1 column 4. 

Line 9 - Enter total renovation costs from schedule D line 23 column 3. 

Line 10 -Multiply line 6 times line 9. The result is the amount of renovation costto offset on scheduleD line 

22 column 4. 


Section C -indirect C o s t :  administrative and General 

l ine 11 -Enter total administrative and generalcosts reported on schedule C line30 column 3 less the total 

schedule C lines 10, 11, 12, and 13, 


l ine 12 -Enter the sumof the totals reported on schedule B line 72 column 3. schedule C line30 column 3, 

schedule 0 line 10 column 3, and schedule D line10 and23 column 3. 


l ine 13 -Divide line11 by line12. 
6 ,  


l ine 14 -Enter directcarecosts to offset from line 3 column 8 above. 

l ine 15 -Multiply line 13 times line 14. The result is the amountof indirectcosts to offset on schedule C line 29 
column 4. 

Medical supplies worksheet - Medical suppliesreported on the M e d i i  cost report are compared to three areas
on the Medicare cost report. In order to offset the appropriate amount of MedicarePart B revenue, the followingis a 
breakdown of the accountsnecessary for proper offset 

Medical supplies non-billable to M e d i i  -This line represents medical supplies expensesthat you are unable to 
bill to Medicare as an ancillary item on the Medicarecost report 

Medical suppliesbillableto Medicare - This line represents medical supplies expenses that youare able to bill to 
Medicare as an ancillary item on the Medicare costreport. 

Enteral feeding expense- This line represents expensesfor Parenteral Nutritional(P.E.N.) billings to 
Medicare. Only the expenses for enteral feeding are reported on this line. 

Total medicalsupplies - Must equal Schedule B line 10 column 3 of the M e d i i  cost report. ,, 

Failure to complete schedule A-2a will remit In all medicare Part B revenueto be offset against direct care 
- expenses on schedule B line 60. 

8. 	 ODHS 2524, Attachment? 
Sections A and B 
Complete sections A and 6 for nurse aide training program income and the numberof nurse aides inyour facility. 

section C - Nurse aide training Statistical information 

l ine 3-Complete the numberof nurse aides that have completed trainingprogram by the varioussources on 

12-31-92. 


Line 4 -Complete the numberof nurse aides that have dropped
out of the training programby the various sourceson 
12-31-92. 

l ine 5-Line 13 + line 14. 
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Line 6 -Report the total number of state approved nurse aides on your payroll on 12-31-92. 

l ine 7-Report the total number of state approved nurseaides,other than line6, on 12-31-92. 

9. 	 ODHS 2524, Schedule B (Columns 1 through 5) 
This scheduleIScomprised of a list of accounts which encompass direct costs designatedby ODHS as dietary supplies 
and expenses, medical and habilitation supplies, prior authorized medical equipment, incontinence and othersupplies 
physician services nurseaidetraining,nursingand habilitation/rehabilitation, payrolltaxes for dietaryandnursing 
personnel. utility costs and property taxes. 

Amounts paid to vendors for purchase of services must notbe shown in columns designated‘salary.’ Such amounts 

should be shown in theother column forthe appropriate lineitems If no specificlineitem exists, charge the cumulative 

expense to the other category and provide supporting documentation. 

explanation of Schedule B Columns: 


Columns 1 and 2 Expensesrounded to thenearestdollar for thegivenitem. 
Column 3 Total of Columns 1 and 2. 

line AnyColumn 4 Cost adjustments in dollars of increase or decrease of each item. entries in this 
column which arenot from Attachment2 must be fully explainedon an attachment Sheet. 

Column 3 Total of line items in columns 3 and 4. 

columns 6.7,8 Allocations and or othernon-reimbursable cost centers. I f  columns 6, 7,and 8 apply 
to your cost, complete them after completing Attachments4 and 5 (Procedure 17 ). 

reflectscosts of Qualified Retardation (QMRPs)Line 5’ line the Mental Professionals 
who acquire and maintain federal qualificationsas established in42 CFR Part 483. 

10. ODHS 2524, Attachment 6 
This attachment is for the reportingof paidnon-Medileavedays. Record monthly thenon-Medicaidleavedays paid 
for by anyone other than ODHS. Paid non-Medicaid leave daysare hospital, therapeuticor any other leave dayspaid for 
by a non-Medicaidresident. Non-Medicaidleavedaysare counted as inpabent daysproportionate to thenon-Medicaid 
per diem rate paid. 

11. 	 OOHS 2524, Schedule C (Columns 1 through 5) 
This scheduleis comprised of a l i s t  of accounts which include administratheand general services costs asdesignated 
by OOHS. Amounts paidto vendors for purchase of services mustnot be shown in columns designated ‘salary.’ Such 
amounts should be shown in the ‘other column for the appropriate lineitem(s) If no specificline item exists, chargethe 
cumulative expenseto the ‘other‘category and provide supporting documentation. 

Explanation of Schedule C Columns: 

Columns 1 and 2 Expenses roundedtothenearestdollarforthegivenitem. 

Column 3 Total of Columns 1 and 2 


line AnyColumn 4 	 Cost adjustments in dollars of increase or decrease of each item. entries 
in this columnwhichare not from Attachment 2 must be fully explained on an 
attachment sheet. 

Column 5 Total of line items in columns 3 and 4. 
Columns 6 , 7 , 8  	 Allocations and or other non-reimbursable cost centers. Ifcolumns 6.7, and 8 

apply to your cost complete themafter completing Attachments 4 and 5 (Procedure 17). 

Note # 1: 	 When an account name Ison more than one schedule, theamount should be non-dividedfor each 
schedule, e.g.* fringe benefits for office personnel are on Schedule C, while fringe benefits for 
nurses are on Schedule B. 

Note # 2: 	 Adjustments have to be madeto home office costson Schedule C, line 7,column 4, which reclassify 
costs to the appropriate cost centers on Schedule B,C (line 1 only), and D. Schedule C, line 1, must 
be broken out of home office costs and reported separately In order to apply salary screens as 
delineated In OAC Rule 5101 :3-3-20.The remaining administrative home office costscan remainon 
Schedule C,line 7, since the entire schedule is reimbursed under the AhG allowance. 
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12	 ODHS 2524, Schedule C -1 
This schedule must an ownerbe completed forany person(s) claiming reimbursement as an administrator. This includes 
or owners who serve a management, financialadvisoryor counselingasthe administrator orwho claim reimbursement for 
function which would be considered within the duties of an administrator. (SeeOAC Rule 510133-20). 

Identifying Information -Complete top three lines with appropriate information. 

l ine 1 -Base Percentage Allowance: Enter 100°/o 

l ine 2 -Work Experience: Years of work experience in a related work area are used in computing the years of 
experience upto a maximum of 10 years. 

Line 3 -Educational experience Enter the numberof years of formal education beyond high school. A maximum 
of six years maybe claimed if a baccalaureate degree has been obtained. 

l ine 3.1 - Check appropriatebox for completion of baccalaureate degree. 

l ine 4- Other Dutiesperformed Four additional points may be claimed for each dutyperformedwhichis not ordinarily 
considered part of the responsibility of!he administrator. A maximumof four additional duties maybe claimed. Provide 
docurpentation supporting the extra duties. 

Line 5 -Geographic Location: Add 6% if the facility is in one of the following counties: 
Mahoning Stark 

Franklin lucas SummitMontgomery 

l ine 6 -Ownership Points: Add ten points if the administrator is also an owner. 

l ine 7 -Subtotal: Total of lines 1 through 6. 

line8 -Allowable percentage Enter the lesser of 150% of the base allowance or line 7. 

Each administrator mustdetai l  the following for each faci l i ty  in which he/shereceivescornpensatJon: f a c i l i t y  name and 
numberof beds.administrator licensenumber, datesof employment, hoursandpercentageof timeworkedweekly a!the 
facility, amountof compensation and the schedule and line numberon which it is reported. 

List all compensationactually paidtoemployedpersonswho perform dutiesasadministrators Report compensation for 
duties other thanadministrativein other cost centers. Extra duty pointsfor non-administrative compensationmust be 
reported on Schedule(2-1, line 4. 

13. ODHS 2524, Schedule G 2  
All items containedwithin this schedule must be completed or noted N/A if not applicable. Failureto comply will result 
in the cost reportbeingconsidered a h0 filing' and will delay processingand subsequent ratechange. ( S e e  OAC Rule 
5101:3-3-Mand HCFA publication 1 5 1  Chapter 900.) 

Detail ownets andlor relative's compensation. specify name and social security number of persons claiming 
compensation, relation to owners duties performed. years of expenen- in this field, dates of employment in this 
reporting periodnumber of hoursworked in facility during the andcorrespondingpercentageof time worked at this 
facility, the schedule, line number, and amount claimedfor each personl i s t e d  on thecost report. 

The following are relationshipsto be considered: 
Husband and wife 
Natural parent, child, and sibling 
Adopted childand adoptive parent 
Stepparent, stepchild, stepbrother, stepsister 
Father-in-law, mother-in-law, son-in-law, daughter-in-law. sister-in-law, and brother-in-law 
Grandparent and grandchild 

INS # . s q  APPROVAL OAT-
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Actual compensation claimedfor relativesis subject to a special test of reasonableness based upon the appropriate step 
of an equivalent civilserviceclassification Compensation claimed must for necessary servicesand relatedto resident 

bereasonable based upon me timespentcafe. Services rendered andcompensation claimed must in performingthe duty 
and the duty which is being performed. 

14. ODHS 2524, Schedule G 3  
Complete per instructionson the form. 

15. ODHS 2524, Schedule D 1  
Upper Portion: 
Column 1 -Enter date of acquisition of each class of assets. 

column 3 -Enter additions or reductions to the appropriatecategory duringthe reportingperiod. 
,-' 

Column 4 -Cost a!end of period is the sum of columns 2 and 3. 

Column 6 -Balance at endof period is column 4 less column 5. 

Column 7 -Enter for each category thedepreciation expense claimed for reimbursementin this reporting period 

Lower Portion: 

The renovationssectionis only completedby facilities which haveincurredexpense for renovationsreimbursable under 

OAC Rule 5101:3-3-17 and 51013-3-22 


Columns 1 through 7 -See instructionsfor Columns 1 through 7 above. 

Column 8 -Enter any interestpaidfor renovations for each period as appropriate. 

Column 9 -Total columns 7 and 8 (TOMof Columns 2.4, and 5 transferto Schedule E) 

16. ODHS 2524, Schedule D (columns 3 through 5)  
-	 Explanation of Schedule 0Columns: 

Column 3 Expenses rounded to the nearestdollar for the given item. 

Column4 	 Cost adjustmentsin d o l l a n  of increaseor decrease of each line item. 
Any entries in this column which are not from Attachment 2 must be 
fully explainedon an attachment sheet. 

Column 5 Total of lineitems in columns 3 and 4. 

Column6,7,8 	 Allocationsand or othernonreimbursablecost centers. I f  columns 6, 
7, and 8 apply to your cost complete those columns after completing 
Attachments 4 and 5 (Procedure 17). 

Column 4 may be used to delete depreciationfor costs paid or reimbursedby government agencies in order to Comply 
with the provisionsof Am. Sub. H.B. 694 and OAC Rule 5101:3-3-22. 
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